Investigations: Sigmoidoscopy and barium enema (Dr J Dawson) revealed no abnormality in the colon. Bilateral nephrocalcinosis was observed on the enema films, an IVP confirmed this and showed normal excretion of the dye. Blood urea 35 mg/100 ml, serum calcium varied between 13 and 16-2 mg/100 ml (ionized calcium 5 mg/100 ml) and inorganic phosphate between 1 and 2 mg/100 ml. Skeletal X-rays showed no abnormality and a cortisone suppression test had no effect on the blood calcium.
A diagnosis of parathyroid adenoma was made but, as this did not explain his diarrhoea, further gastrointestinal investigations were instituted (Dr Denis McGill). Barium meal and follow-through showed no abnormality in the stomach or duodenum, but a small intestinal pattern consistent with steatorrheea. Fxcal fat excretion was 17 g in twenty-four hours; rise in plasma vitamin A after oral administration (350,000 i.u.) was 240 i.u./100 ml (normal over 500); xylose, vitamin B12 and sugar tolerance curve within normal limits; jejunal biopsy showed normal vili. Pancreatic function tests were within normal limits but it was noticed that there was excessive gastric secretion. Augmented histamine test meal showed marked hypersecretion (Table 1, A). The ratio of acid to pepsin was more typical of that found with duodenal ulceration than the Zollinger-Ellison syndrome (Professor J N Hunt). Urinary steroids, 1311 uptake and scan, and radiological examination of pituitary fossa and suprarenal areas, were normal. Surgical treatment: A diagnosis of multiple adenoma syndrome was made and it was decided to remove the parathyroid tumour first and then, as pancreatic adenomas are so frequently malignant, to explore the abdomen. On 7.3.64 one parathyroid tumour was found and removed and also a small thyroid adenoma. Following this operation serum calcium returned to normal.The diarrhoea improved and the 'funny feelings' in the head were completely cured. The tumour was made up of normal parathyroid cells with a variable structure, some cells being arranged in solid sheets and others in a trabecular pattern, this appearance suggesting hyperplasia of the gland rather than an adenoma. An assay (Professor R A Gregory) showed that the tumour did not contain any acid-stimulating hormone; augmented histamine test meal showed no significant change (Table 1, B).
On 13.3.64 the abdomen was explored. Two small adenomas were felt, one in the tail and the other in the body of the pancreas. No further tumours could be felt and a partial pancreatectomy and splenectomy was performed, approximately half the pancreas being removed. There was insufficient tissue for an assay of this tumour. Histological examination of one nodule showed it to be a typical islet cell adenoma. Post-operative course: The diarrhoea remained unchanged; the gastric acid levels (Table 1, C) remained high and fat excretion was still 18 g in twenty-four hours. Therefore it is apparent that there are further tumours in the remaining pancreas.
Progress: Three months post-operatively his condition has improved. The diarrheea has virtually ceased. His headaches have gone, he can concentrate without difficulty and no longer gets irritable. It is possible that the improvement is associated entirely with the removal of the parathyroid tumour and that the removal of two pancreatic tumours has had no effect on the course of the illness, particularly as a recent test meal (29.7.64) and a frcal fat balance remain unchanged.
Polyposis Coli with Hypoproteina-mia G C D Roberts FRCS D M. male, aged 28. Student History: Presented 9.3.59 with a history of sudden onset of intermittent lower abdominal pain and diarrhoea twelve days previously, increasing in severity and now up to nine liquid motions daily containing blood and mucus. No relevant past or family history. Subsequent course: On admission (10.3.59) he was apyrexial and no abnormality was felt in the abdomen or on rectal examination. On sigmoidoscopy, the mucosa of the rectum and lower sigmoid was hyperxemic and granular and bled easily; no ulceration was seen.
Investigations: Blood: Hb 82 %. WBC 13,600 (polys. 70 %). ESR 8 mm in one hour (Wintrobe). Serum albumin 3 7, globulin 17 g %. Stool: blood and leucocytes present; no amoebee found; no pathogens on culture. Barium enema normal. The symptoms persisted over the next three weeks; Hb fell to 64 % and the serum albumin to 2-6 g %. He was transferred to a medical ward with a provisional diagnosis of ulcerative colitis. His condition rapidly improved with hydrocortisone retention enemas and blood transfusion and he was discharged symptom-free two weeks later. was passing one formed motion daily On sigmoidoscopy the rectal mucosa appeared hyperemic and cedematous.
Investigations: Blood: Hb 70 %. Serum albumin 1 9, serum globulin 2-1 g %/ Stools strongly positive for occult blood. Barium enema (Fig 1) D The colon had altered since the previous examination, and the distal part now presented a smooth outline and the proximal part a very shaggy outline. The transverse colon had lengthened and showed a complicated mucosal pattern and enlarged calibre These appearances suggested ulcerative colitis a Treatment: Treatment -with hydrocortisone retention enemas was re-started and a blood transfusion given. The August 1960: Readmitted Since the last admission his bowels had become increasingly constipated.
At first he took liquid paraffin and later a standardized extract of senna. Following the latter, diarrhoea with 4-5 stools daily started and con-
